breast cancer is accepted clinical practice, although the drug is primarily used for treatment rather than risk reduction.
Raloxifene, another SERM, is primarily used to prevent and treat osteoporosis, and was approved by the FDA for breast cancer risk reduction in 2007. The third drug, tibolone, has not been approved by the FDA for use in the United States, but is commonly used in other countries to treat menopausal symptoms and osteoporosis.
The most common side effects for tamoxifen are flushing and other vasomotor symptoms (e.g., night sweats, hot flashes), vaginal discharge and other vaginal symptoms such as itching or dryness. For raloxifene, side effects include vasomotor symptoms and leg cramps; and for tibolone, side effects include vaginal bleeding. Adverse effects of tamoxifen include a greater risk for endometrial cancer, hysterectomies, and cataracts compared with the other drugs. Tamoxifen and raloxifene increase risk of blood clots, although tamoxifen's risk is greater. Tibolone carries an increased risk of stroke. O lder women (65 to 69 years old) with operable breast cancer that has spread to one or more lymph nodes often benefit from receiving chemotherapy, clinical trials show. However, black women in this age group do not receive chemotherapy as often as white women, a new study finds.
Researchers at the University of Texas used data from Medicare, the U.S. Census, and the National Cancer Institute's Surveillance, Epidemiology, and End Results cancer registry. They found 14,177 white women and 1,277 black women who were diagnosed with operable stage II or IIIA breast cancer with positive lymph nodes between 1991 and 2002.
For the 65-69 age group, 66 percent of white women received chemotherapy within 6 months of being diagnosed compared with 56 percent of black women. However, this racial disparity diminished with age. For instance, after age 74 there were no significant differences between the percentages of white and black women receiving chemotherapy.
When researchers adjusted the results to include socioeconomic status for women aged 65 to 69, poverty appeared to be at the root of the racial differences in who received chemotherapy. Despite being insured by Medicare, out-ofpocket costs and copayments may be burdensome for women without means, and women who live in poor areas may also have poor health, other health conditions, and employment difficulties. This study was funded in part by the Agency for Healthcare Research and Quality (HS16743) .
See "Racial and socioeconomic disparities in adjuvant chemotherapy for older women with lymph node-positive, operable The report also examined the drugs' effectiveness and harms based on such factors as age, menopausal status, estrogen use, and family history of breast cancer, and sought to identify the kinds of women who might be good candidates for prevention therapy, although the evidence is limited in this area. AHRQ Children are vulnerable to medication errors because dosing is based on weight and can require mathematical calculations, such as converting pounds to kilograms, which can lead to misplaced decimal points and incorrect doses. Indeed, the study found that improper dosing was the most common error. Fifty percent of errors occurred among children who were less than a year old; 90 percent of those errors occurred in children younger than 6 months. One intervention the authors suggest is recording pediatric patients' weight in kilograms only. They also recommend instituting standard concentrations, maximum allowed doses, physician order entry systems, and pharmacy-based dilutions to prevent incorrect, harmful dosing. This study was funded in part by the Agency for Healthcare Research and Quality (HS16774) .
See "Cardiovascular medication errors in children," by Diana C. I n many regions of the country, community-acquired methicillin-resistant Staphylococcus aureus (MRSA) is now the most commonly identified cause of skin and soft-tissue infections, such as impetigo, cellulitis, and small abscesses. Most of these infections are treated with antibiotics without actually determining if MRSA or another organism is indeed present. A new study concludes that beta-lactam therapy is an effective treatment for these infections among children living in areas where MRSA is prevalent, when the infectious agent is unknown.
Researchers at the Center for Education and Research on Therapeutics (CERT) at the University of Pennsylvania School of Medicine looked at 2,096 children who were treated as outpatients for skin and soft-tissue infections, which were neither drained nor cultured at the initial visit. The children were selected from five pediatric practices in an urban area where MRSA was prevalent. All were treated with one of three antibiotic agents: beta-lactams, clindamycin, or trimethroprim-sulfamethoxazole (TMP-SMX).
After the antibiotic was given, 104 of the children (5 percent) were determined to have failed treatment, that is, they had to have a drainage procedure, were hospitalized, or had to change antibiotics or get a second antibiotic prescription within 28 days. Each child was then matched to 480 control patients who had been treated successfully. The use of clindamycin and TMP-SMX to treat community-acquired MRSA increased significantly from 16.4 percent in 2004 to 62.2 percent in 2007, while the use of beta-lactams decreased. In this study, TMP-SMX accounted for 19 percent of prescriptions, but was associated with double the treatment failure of beta-lactam therapy. There was no difference in the risk of treatment failure between clindamycin and beta-lactam. Additional factors associated with an increase in treatment failure included white race, being seen first in the emergency department, antibiotic use within the previous 6 months, fever, and the presence of an induration or small abscess. This study was funded in part by a grant from the Agency for Healthcare Research and Quality (HS10399) Beta-lactams may be appropriate first-line treatment for pediatric skin infections in areas where MRSA is prevalent S everely ill children in pediatric intensive care units (ICUs) often have central venous catheters (CVCs), thin flexible tubes inserted into the chest or arm to deliver medicine, fluids, nutrients, or blood products to aid recovery. Many caregivers in pediatric ICUs view CVCassociated blood stream infections (BSIs) as unavoidable byproducts of providing care to critically ill or injured children. However, a new study conducted at a collaborative of 26 hospitals found a 32 percent reduction in CVC-associated BSIs when care providers followed evidence-based guidelines for inserting and maintaining CVCs in pediatric ICUs. These guidelines include having care providers prepare the patient's skin with antiseptic, washing their hands thoroughly, and donning protective barriers, such as gloves, gowns, and masks to prevent infections.
After implementing the guidelines for 9 months, the hospitals saw a median reduction in CVC-associated BSIs from 6.3 to 4.3 per 1,000 CVC days. Further, researchers estimated that taking these measures prevented 69 CVCassociated BSIs for a cost savings of nearly $3 million in hospital and health care costs. For the 20 hospitals that completed an additional 12-month sustainment period, the median reduction dipped to 3.5 CVC-associated BSIs per 1,000 CVC days. Additionally, the measures prevented 198 infections for a cost savings of nearly $8.5 million.
While other studies have shown that CVC-associated BSIs may be preventable in adult populations when evidence-based guidelines are deployed, this is the first study to show significant and sustained reductions of these infections for children in ICUs. The authors also noted that a culture change may have occurred as a result of this study's success in that some continued on page 5
Intervention leads to reduction in central venous catheterassociated blood stream infections for pediatric patients

Patient Safety and Quality
Visit the AHRQ Patient Safety Network Web Site
AHRQ's national Web site-the AHRQ Patient Safety Network, or AHRQ PSNet-continues to be a valuable gateway to resources for improving patient safety and preventing medical errors and is the first comprehensive effort to help health care providers, administrators, and consumers learn about all aspects of patient safety. The Web site includes summaries of tools and findings related to patient safety research, information on upcoming meetings and conferences, and annotated links to articles, books, and reports. Readers can customize the site around their unique interests and needs through the Web site's unique "My PSNet" feature. To visit the AHRQ PSNet Web site, go to psnet.ahrq.gov. W hen it comes to heart bypass surgery, the most experienced hospitals that perform a high volume of such surgeries typically have better outcomes than low-volume hospitals, including a lower risk of patient death. However, a new study finds that differences in the quality of care may be more important when patients are looking for the "best" hospital for their surgery.
Blood stream infections
Researchers examined administrative data from 164 U.S. hospitals on 81,289 adults who received coronary artery bypass graft surgery (CABG) from 1,451 surgeons from 2003 to 2005. They analyzed various quality measures, such as the timely use of aspirin, antibiotics, cholesterol-lowering drugs (statins), betablockers, and compression devices to improve blood flow after surgery.
They found that the lowest surgeon CABG case volume was associated with the highest mortality rates among the various hospitals and that the highest hospital volume of surgeries was associated with lower rates of readmission due to complications. However, quality of care measures were also important. Patients were at increased risk for dying if they did not receive aspirin or beta-blocker drugs during the first 2 days of surgery. Interestingly, if all quality measures were met, volume did not matter. There were similar mortality rates for both the lowest-and highest-volume hospitals when hospitals adhered to recommended care quality measures. When shopping for the right hospital, looking at higher volume centers is a good start. However, consumers should look deeper at quality measures when considering coronary artery bypass surgery, conclude the researchers. T he growing use of short-acting intravenous drugs for anesthesia and critical care require precision and accuracy hard to achieve with traditional gravity-fed drips. Thus a growing number of hospitals are using programmable, electromechanical infusion pumps. Hospitals considering the purchase of medical devices, such as infusion pumps, may want to use a more scientific approach when making these decisions, recommends a new study. It found that collaboration between human factors and clinical professionals can do much to inform equipment decisions and improve safety.
The finding comes from the experience of a large, urban teaching hospital that decided to replace 600 old infusion pumps with a new model. Researchers in human factors analysis were brought in to review four pumps under consideration. Data were collected on operator-pump interaction, including provider tasks, device design, user interface, and other factors. Video recordings were used to document each user's performance while programming an infusion with each pump under consideration for purchase.
There was no association between the clinical experience of a provider and their ability to program any of the four pumps being considered. Differences in the pumps' use and favorite or disliked features were discovered among providers. After the field of pumps was narrowed down to two, purchasing preferences rather than clinical considerations determined the final selection. By bringing hospital staff and medical professionals together, adequate scientific analysis of medical devices can inform purchase decisions in a positive way while at the same time counteracting some of the pressurized sales tactics used by equipment vendors on hospital purchasing professionals, conclude the researchers. Their study was supported in part by the Agency for Healthcare Research and Quality (HS17793 To prepare staff members for biweekly rounds, one unit had a volunteer patient safety champion; the other had a recruited champion. These champions can positively influence incident reporting by encouraging participation in rounds, prompting staff to identify events, and educating staff, the authors suggest. In fact, the unit with the self-identified champion saw an increase from 5.6 incidents reported per day in 2003 to 8.7 incidents per day during 2004. Likewise, the unit with the recruited champion saw an increase from 5.4 incidents per day to 7.6 incidents per day. However, the researchers could not conclude that recruiting a champion led to the uptick in incident reporting for the unit. Instead, the maturing of the patient safety rounds program and the subsequent enhanced ability of staff members to identify potential harms may have prompted more reports, they assert.
The incidents reported most often involved medications (30 percent). For instance, on the unit with the self-identified champion, safety reports involving medications increased from 19 to 30 percent over the course of the study, and the recruited champion's unit saw reports rise from 19 to 43 percent. This study was funded in part by the Agency for Healthcare Research and Quality (HS11644).
See "Enhancing safety reporting in adult ambulatory oncology with a clinician champion: A practice innovation," by Dr. Weingart, Jessica Price, J.D., Deborah Duncombe, M.H.P., and others in the JulySeptember 2009 Journal of Nursing Care Quality 24(3), pp. 203-210. I R educing the use of inappropriate medications by older adults, along with decreasing the number of medications taken by this population, can reduce adverse drug events (ADEs), conclude Elizabeth A. Chrischilles, Ph.D., of the University of Iowa, and her colleagues. Because they take multiple drugs, older adults are especially susceptible to ADEs, which have been found to cause more deaths annually than motor vehicle accidents, breast cancer, or AIDS.
In a prospective study of 626 Iowa Medicare recipients, the researchers found that 22 percent of the group reported experiencing an ADE within the past year. Slightly more than half (51.4 percent) received at least one potentially inappropriate medication. Individuals with any inappropriate medication use had double the risk of a self-reported ADE than did those without inappropriate medication use, after adjusting for the patient's age, number of medications taken, and the number of mobility limitations. The most frequent inappropriate medications were drugs contraindicated for use in older adults and drugs that can produce a drug-disease interaction. Drug-drug interactions and duplications of drugs in the same therapeutic class were less common.
An earlier paper on this group of patients found that 83 percent of them contacted their doctor regarding the ADE(s) they experienced, and more than half (56 percent) stopped taking the medication they thought responsible. The study was funded in part by the Agency for Healthcare Research and Quality (HS16904).
More details are in "Inappropriate medication use as a risk factor for self-reported adverse drug events in older adults," by Dr. Chrischilles, Rachel VanGilder, Ph.D., Kara Wright, M.S., and others, in the June 2009 Journal of the American Geriatrics Society 37(6), pp. 1000-1006. I Inappropriate medications raise the risk of adverse drug events among older adults I n 1987, the Omnibus Budget Reconciliation Act mandated a restorative philosophy of care for nursing home residents. Such care is designed so that residents can maintain as much of their physical, mental, and psychosocial well-being as possible. The goal is to engage residents in physical activity and in performing tasks such as dressing, bathing, and eating, rather than doing the tasks for them, in order to maintain their independence and avoid further disability. A new study of 12 Maryland nursing homes found that use of restorative care (Res-Care) enhanced the job satisfaction of nursing assistants (NAs) and improved the functioning of residents in nursing homes. The study was led by Barbara Resnick, Ph.D., C.R.N.P., of the University of Maryland, Baltimore, and supported by the Agency for Healthcare Research and Quality (HS13372). The study's findings, published in two papers, are briefly summarized here. The researchers examined the expectations and job satisfaction of 556 NAs from 12 Maryland nursing homes that were randomized to either the Res-Care group or a control group that used education about how to manage behavioral symptoms. Here's one example of how the approaches differed. In the Res-Care homes, NAs would ask a resident to move in bed and give the resident time to move, with step-by-step cues on how to move in bed. In a non-Res-Care approach, the NA would ask the resident to move in bed, but would not allow time for the resident to respond and would move the resident without asking the resident to help.
The researchers measured outcomes at baseline and then at 4 and 12 months after the Res-Care intervention was started. After 4 months, compared with NAs at the control sites, NAs at the Res-Care sites increased the amount of time they spent providing restorative care. After 12 months, NAs at ResCare sites also had stronger beliefs in the benefits of restorative care for themselves and residents, as well as improved job satisfaction. Expectations of patients and job satisfaction remained stable in the control group through the 12 months.
However, the NAs involved in restorative care did report barriers to their ability to provide this type of care. Surprisingly, time to complete restorative care activities was not the major barrier. In fact, Res-Care saved time, because it helped residents complete tasks either alone or with limited support (e.g., positioning or supervision). The major barrier was nursing assistants' concern that families and administrative staff would accuse them of not doing their jobs adequately or being cruel and abusive to residents by encouraging them to perform physical and functional activities designated as restorative care goals. For this part of the study, the researchers examined the functional outcomes of 487 residents from the same 12 Maryland nursing homes (256 from Res-Care homes and 231 from control homes) 4 and 12 months after initiation of the ResCare intervention. At baseline, residents needed some assistance with activities of daily living, had between five and six muscle contractures, reported fair quality of life, and had strong self-efficacy and outcome expectations for performing functional activities. Sixty percent of residents were unable or unwilling to stand and ambulate.
At 4 months, there was significant improvement in overall mobility among the intervention group (from 4.74 to 5.70) compared with the control group (from 6.71 to 6.33), as well as balance (from 2.59 to 3.20 vs. from 3.50 to 3.28 in the control group). The intervention group also showed less decline in gait at 12 months (from 2.29 to 2.27 vs. from 3.18 to 2.32 in the control group).
There was no significant difference over time between groups with regard to muscle contractures, grip strength, quality of life, self-efficacy, or outcome expectations. According to the authors, these findings support the usefulness of Res-Care to maintain or improve the functioning of nursing home residents. I O ne-on-one and group sessions led by peers are a means of teaching individuals how to cope with their chronic diseases, such as arthritis, asthma, chronic obstructive pulmonary disease, congestive heart failure, depression, and diabetes. A new study finds that individualized sessions in the patient's home bring only moderate, short-term improvements in chronic illness management self-efficacy, with no improvements in mental or physical health status or preventable hospitalizations. These findings raise questions about whether health care systems should spend limited resources on such programs, assert Anthony Jerant, M.D., of the University of California, Davis, and colleagues. They recruited 415 patients with chronic illnesses in Northern California to participate in 6 sessions with a peer, either by phone (139 patients) or in person (138 patients). Compared with those receiving usual care (138 patients), participants in the in-home, peer-led sessions had higher illness management self-efficacy at 6 weeks and 6 months, but at the 1-year mark these advances disappeared. What's more, individuals did not improve their scores on physical and mental health status measures, and participating had no effect on hospitalizations or health care expenses. Telephone delivery of the peer intervention had no more benefits than usual care.
The authors note that their findings are similar to those of a 2007 Cochrane systematic review of 17 randomized controlled trials of peer-led illness selfmanagement programs delivered to individuals or groups of patients. They suggest that these findings question the cost-effectiveness of the peer-led approach to improving chronic illness outcomes, which has been suggested as a key element in redesign of the U.S. health care delivery system. The study was funded in part by the Agency for Healthcare Research and Quality (HS13603).
See "Home-based, peer-led chronic illness selfmanagement training: Findings from a 1-year randomized controlled trial," by Dr. Patients who had fewer few side effects at baseline and younger patients tended to drop out more often in the first 6 months of treatment. In fact, the likelihood of abandoning treatment decreased 26 percent with every 5-year increase in age. At the 12-month mark, dropout predictors included younger age, negative attitudes about psychiatric medications, and higher perceived physical functioning. Additionally, making more frequent monthly visits to the clinic was associated with higher dropout rates. Frequent visits may be necessary to ensure patients are receiving the correct dose of antidepressants, to monitor side effects, which are common with antidepressants, and to change the antidepressant treatment approach if it is not working. However, numerous visits may pose a burden to patients. More frequent visits may also have meant that a patient was not getting better or suffering side effects-reasons that patients sometimes leave treatment.
These predictors point to a need for a personalized approach to treating patients with MDD, the authors suggest. All patients can benefit from basic education about depression. Discussing beliefs and attitudes about antidepressant medications with patients also allows clinicians to address any fears or misperceptions, which may help keep patients in treatment. This study was funded in part by the Agency for Healthcare Research and Quality (HS17189 required, on average, to recruit one clinician, resulting in 360 hours to reach recruitment goals. Clinicians in the influenza group returned consent forms faster than the other two groups. They also required the fewest reminders. Research network physicians responded the quickest to calls for participation and were more likely to respond positively to the request. Recruitment efforts worked best when phone, fax, and e-mail were used in combination with frequent, weekly contact. The most effective recruitment tool was buy-in and participation by the leaders of each clinician group. The study was supported in part by the Agency for Healthcare Research and Quality (HS14417 D espite recently mandated reductions in medical student workload hours, a new study reveals the widespread presence of job stress and sleep deprivation among physicians and nurses in teaching hospitals. When asked to keep a running account of work activity, patient load, and work stress using handheld computers, physicians reported much higher levels of work stress than nurses. Both groups reported more stress during patient care activities compared with activities such as patient education, transit, or communication.
California researchers studied 185 physicians (attending physicians, residents, and interns) and 119 nurses working in 4 teaching hospitals over an 18-month period. For one week, participants recorded their work activities and stress in handheld computers, whose content was sampled randomly over 90-minute intervals throughout each work day. The participants also completed more than 9,500 internal surveys on work stress during the study.
Emotional stress scores among physicians were nearly 50 percent higher than those of nurses.
Physicians reported feeling less alert and more worried, tense, fatigued, unhappy, tired, upset, and stressed. Compared with physicians, nurses reported significantly higher levels of high physical demand and performance and lower levels of frustration. Direct and indirect care activities were associated with higher stress reports by both groups. Approximately one-fifth of doctors and nurses sampled daily indicated 5 or fewer hours of sleep the previous night. Lower sleep quality and quantity were predictors of higher work stress scores. Higher work stress and lower sleep quality were also associated with poorer memory performance. The study was supported in part by the Agency for Healthcare Research and Quality (HS14283).
More details are in "A real-time assessment of work stress in physicians and nurses," by Thomas Rutledge, Ph.D., Erin Stucky, M.D., Adrian Dollarhide, M.D., and others, in Health Psychology 28(2), pp. 194-200, 2009 . I Doctors and nurses in teaching hospitals report widespread job stress and sleep deprivation T raining prostate surgery as distinct subtasks is more beneficial to medical students than teaching it as an entire procedure, according to a new study from researchers at the University of Minnesota. The team used a previously studied virtual reality surgery simulator to teach 18 first-and second-year medical students at the University of Minnesota how to perform a surgery called transurethral resection of the prostate (TURP), which involves removing all or part of the prostate gland through a scope. Students were given 45 minutes to learn how to perform a TURP on the simulator, either by practicing four distinct subtasks or just repeating the full task from start to finish.
The group that learned with subtask training outperformed the full task training group on two measures: the total amount of tissue continued on page 13
Subtask training is superior to total task training for medical students learning prostate surgery
Health Information Technology
Prostate surgery continued from page 12 that was resected and performance with the "cutting pedal" responsible for removing tissue during the procedure. The students who learned to perform a TURP in stages gave this approach an average grade of 4 on a 5-point scale, while the team that learned the procedure in one fell swoop rated their experience a 3.1. The authors suggest that this lower rating may be a result of the students' frustration at having to try to put numerous psychomotor skills together simultaneously.
The capacity of this virtual reality surgery simulator to break down complicated procedures and to measure progress enhances its usefulness as a training tool, the authors state. Having this tool is especially important because urology residents are unable to perform as many TURPS as they once did, because enlarged prostates can now also be treated though medication or other surgeries. This study was funded in part by the Agency for Healthcare Research and Quality (HS15597 A lthough not common, more and more physicians are giving out their e-mail addresses to patients in an attempt to communicate better and improve care. A new study has found certain patient characteristics associated with the use of secure electronic messaging. Researchers looked at the messaging behaviors of 175,909 individuals enrolled in an integrated delivery system in the State of Washington. Both patients and providers could send secure, electronic messages to each other via a Web site. Providers in the system were given incentives to engage in e-mail with patients as part of the system's redesign focused on patient-centered access to care. Patients were also encouraged to e-mail their providers.
Among enrollees eligible to communicate in this fashion, 14 percent used the system to send out one or more messages to their primary care provider or a specialist during the study period (January 1, 2004 to March 31, 2005 . Secure messaging accounted for 15 percent of all outpatient encounters for the 162 primary care providers who had eligible patients.
Women were more likely than men to e-mail their providers. Elderly patients and those insured by Medicaid were less likely to e-mail their provider, even when they had Internet access and registered on the Web site. Patients with higher overall levels of morbidity (coexisting illnesses) were the most active users of secure messaging; they were nearly six times more likely than other patients to e-mail their provider. Patients were also more likely to e-mail providers who had higher levels of messaging themselves (providers' use of e-mail ranged from 2.8 to 52 percent of outpatient encounters). These findings support the potential role of secure messaging in the patient-centered medical home, note the researchers. Their study was supported in part by the Agency for Healthcare Research and Quality (HS14625).
See AHRQ's analysis also found that in 2007: • Hospitals' costs to treat baby boomers were nearly equal to the older generation of 65-to 74-year-olds, $56 billion and $59 billion respectively. In contrast, baby boomers cost hospitals $10 billion more than the younger generation of patients 45 to 54 years old. • The average hospital cost for a baby boomer patient was $11,900 compared with $10,400 for 45-to 54-year-olds.
• Baby boomers were two to three times more likely than 45-54-year-olds to be hospitalized for osteoarthritis, stroke, respiratory failure, irregular heart beat, chronic obstructive pulmonary disorder, blood infections, and congestive heart failure, as well as undergo knee and hip replacements and have heart bypass surgery. • About 37 percent of baby boomer patients were covered by public insurance, mainly Medicaid, 52 percent had private insurance, and 6 percent were uninsured. In people with CAD, fatty deposits clog heart arteries, restricting the flow of blood to the heart and increasing the risk of a heart attack. With the decline in CAD, coronary heart disease no longer ranks as the leading disease treated in hospitals. It is now ranked number 3.
The analysis from 1997 to 2007 also found: • Hospitalizations for heart attacks declined by 15 percent, falling from 732,000 to 625,000. Heart attacks are now ranked number 10 on the list of diseases treated in hospitals, down from number 4.
• Hospitalizations for stroke fell 14 percent, going from 616,000 to 527,000 and a drop in rank from number 6 to number 15.
• In contrast, hospitalizations for irregular heartbeat such as atrial fibrillation or tachycardia rose by 28 percent from 572,000 to 731,000. Its rank stayed at number 7.
• Hospitalizations for congestive heart failure rose by 3 percent, going from 991,000 to just over 1 million. Its rank moved from number 3 to number 2, behind pneumonia, the most common disease treated in hospitals in 2007. Particle beam radiation therapy-also known as charged particle radiation therapy or proton beam radiation therapy-uses beams of protons or other charged particles for cancer radiation treatment. Particle beam radiation therapy is an alternative to other types of cancer radiation therapy such as external radiotherapy with ionizing photon (X-or gamma-ray) beams or brachytherapy with implanted radioactive sources.
All types of radiation therapy can harm both cancerous and healthy tissues, so clinicians strive to target the radiation to the cancer while avoiding adjacent healthy tissues. This is particularly important for tumors adjacent to critical body parts such as those in the eye, brain, head, and neck. Particle beam radiation therapy can target the radiation with a high degree of precision, but its potential advantages over other radiotherapy alternatives have not been verified in long-term outcome studies, according to the new AHRQ technical brief.
Particle beam radiation therapy was introduced as an experimental treatment in the 1950s but was not cleared for widespread use by the U.S. Food and Drug Administration (FDA) until 2001. The technology is very expensive-an estimated $175 million for each device-and is usually only available in large academic medical centers. Only seven centers in the United States currently provide the therapy, with an additional center currently under construction and expected to be operational by 2010.
The technical brief did not indicate that particle beam radiation therapy is riskier than conventional radiation therapy. However, most studies about the therapy were conducted on small numbers of patients and did not compare the safety of particle beam radiation therapy against other therapies. For many cancers other than head and neck cancers, there are not enough comparative studies in the literature to base an evaluation of the clinical or cost effectiveness of particle beam radiation therapy compared with other treatments. AHRQ is currently reviewing scientific studies on radiation therapies for head and neck cancers that will evaluate the clinical effectiveness of particle beam radiation therapy for those cancers.
The report, encephalopathy is unknown and difficult to determine.
There is evidence that screening using risk factor assessment or bilirubin level measurement can identify infants at risk of developing hyperbilirubinemia. However, there is no known screening test that will reliably identify all infants at risk of developing chronic bilirubin encephalopathy. Not all infants with chronic bilirubin encephalopathy have a history of hyperbilirubinemia, and not all infants who have extremely high levels of bilirubin develop chronic bilirubin encephalopathy.
In assessing the potential benefits and harms of screening infants for hyperbilirubinemia, the Task Force looked for evidence that screening reduced the number of new cases of chronic bilirubin encephalopathy. No studies have directly addressed whether screening, either risk-factor assessment or bilirubin testing, reduced the number of new cases of chronic bilirubin encephalopathy. The current evidence on screening has evaluated the effectiveness of screening to identify infants for treatment intended to reduce high levels of bilirubin.
The Task Force found that the evidence is currently insufficient regarding whether treating infants with high levels of bilirubin results in fewer children developing chronic bilirubin encephalopathy. When the Task Force finds insufficient evidence to make a recommendation, it does not mean a clinician shouldn't provide a service, but that the evidence is lacking, and if a service is offered, patients should understand the uncertainty about the balance of benefits and harms.
Efforts have been made by clinicians to eliminate this rare disorder by applying measures to screen for and aggressively manage high bilirubin levels. Universal screening for jaundice is widespread in the United States, and clinicians and parents should continue to work together to decide whether to screen in the face of insufficient evidence. Clinicians must remain aware that screening and resulting treatment of hyperbilirubinemia have potential harms such as weight loss, gastrointestinal problems, and disruption of the mother-infant bonding.
The Task Force is the leading independent panel of experts in prevention and primary care. The Task Force, which is supported by the Agency for Healthcare Research and Quality, conducts rigorous, impartial assessments of the scientific evidence for the effectiveness of a broad range of clinical preventive services, including screening, counseling, and preventive medications. Its recommendations are considered the gold standard for clinical preventive services. These and prior Task Force recommendations are available on the AHRQ Web site at www.ahrq.gov/clinic/uspstf/ uspshyperb.htm. I T he current evidence is insufficient to assess the balance of benefits and harms of using several nontraditional risk factors to screen asymptomatic men and women with no history of coronary heart disease to prevent coronary heart disease events. That's the conclusion of the U.S. Preventive Services Task Force (USPSTF) in its new recommendation. The nontraditional risk factors included in the recommendation are: high-sensitivity Creactive protein, ankle-brachial index, leukocyte count, fasting blood glucose level, periodontal disease, carotid intima-media thickness, coronary artery calcification score on electron-beam computed tomography, homocysteine level, and lipoprotein(a) level. The recommendation is published in the October 6 issue of Annals of Internal Medicine and can be viewed on the AHRQ Web site at www.ahrq.gov/clinic/uspstf/ uspscoronaryhd.htm.
The USPSTF is the leading independent panel of experts in prevention and primary care. The Task Force, which is supported by AHRQ, conducts rigorous, impartial assessments of the scientific evidence for the effectiveness of a broad range of clinical preventive services, including screening, counseling, and preventive medications. Its recommendations are considered the gold standard for clinical preventive services. I Task force finds insufficient evidence for using nontraditional risk factors to screen for coronary heart disease Number 351, November 2009 T he number of hospital stays for childbirth increased 16 percent from 4.3 million to 5 million between 1997 and 2007. However, the number of hospital stays for women who had a normal or uncomplicated birth declined by 43 percent, from 544,000 to 312,000 stays, according to the latest data from the Agency for Healthcare Research and Quality (AHRQ).
The Federal study also found an increase in stays for women who had:
• A previous cesarean section-107 percent (from 271,000 to 562,000).
• High blood pressure that complicated their pregnancy or childbirth-28 percent (185,000 to 235,000).
• Perineal trauma during childbirth-22 percent (713,000 to 868,000). The report provides data on leading reasons for hospitalization, such as arthritis, asthma, childbirth, cancer, diabetes, depression, and heart conditions; procedures performed on hospital patients; and related topics. I Childbirth and deliveries are becoming more complicated H ospital emergency departments (EDs) treated more than 2 million seniors for broken bones, head wounds, cuts, and other injuries caused by falls in 2006, costing hospitals about $7 billion for emergency and subsequent inpatient care, according to the latest data from the Agency for Healthcare Research and Quality (AHRQ). Falls are the leading cause of fatal and nonfatal injuries among Americans aged 65 and older. The cost for medical treatment, which is paid mainly by Medicare, is expected to increase as the number of older Americans grows.
AHRQ's analysis of hospital ED data for the elderly treated for injuries caused by falls shows that:
• One in 10 ED visits by seniors was for injuries related to falls.
ED visits related to injurious falls increased with age. Indeed, one in ten men and one in seven women over the age of 85 had an ED visit for an injurious fall. 
Falls send more than 2 million seniors to emergency departments
Announcements T wo interactive computer tools released by the Agency for Healthcare Research and Quality (AHRQ) will help emergency planners and responders select and run alternate care facilities during disaster situations. In such instances, hospitals experiencing a surge in seriously ill patients requiring acute care may need to efficiently transfer less ill patients to alternate care sites.
Alternate care facilities are locations that can easily and quickly be equipped to augment or replace health care services when hospitals and other traditional care sites are inoperable or overwhelmed. Potential alternate care sites include college campuses, gymnasiums, schools, community centers, health clubs, convention centers, or climate-controlled warehouses.
The two tools allow users to input information on their specific medical care needs and receive feedback on which facilities can become alternate care sites or which patients can appropriately be moved to those sites.
"Disaster Alternate Care Facilities Selection Tool" is an interactive worksheet that assists users in selecting sites and identifying what they need to prepare these sites for use. It evaluates the characteristics of several potential facilities and calculates the results into weighted scores, which planners can use to select appropriate sites for care and plan for operations during a disaster.
"Disaster Alternate Care Facility Patient Selection Tool" is a decision support tool that matches a hospitalized patient's clinical needs with the capabilities of an alternate care facility. This information may help clinicians determine which patients might be eligible for discharge or transfer to an alternate care facility to increase a hospital's capacity for incoming patients.
Under contract to AHRQ, Denver Health developed these new tools for AHRQ as an update of a previous alternate care site selection tool that it developed in 2004. In addition to changes that make the tools more user-friendly, they have the capability to capture richer demographic information, a simplified system to rate facility characteristics, and a "necessity level" indicator that allows users to evaluate individual facility characteristics based on local or regional need.
AHRQ Health services researchers and clinicians are realizing that the effect of a certain treatment cannot be assumed to be the same for comparable patients receiving it, but that the treatment's effects more often are different across patients with similar diagnoses. The various treatment-effect estimators in use may essentially be identifying different concepts of treatment effect. Based on their results using simulation models, the authors suggest that health services researchers carefully define the model of treatment choice being used before they estimate treatment effect and interpret those estimates using observational data. According to the authors, this study's simulation results support published theories using models of treatment choice with heterogeneous treatment effects. Such models supply the foundation for establishing and interpreting boundaries for results, the reason for the source of instrumental variables, and the theoretical basis for the source of confounding. 
Clancy, C. M. (2009, July
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continued from page 20 quarters of physicians whose patients had advance directives did not know that these documents existed, and relatively few patients with advance directives had received input from their doctors in preparing the documents. The form of an advance directive will depend on the State of patient's residence, but may include a living will, a durable power of attorney (or health care proxy), and a do-notresuscitate order, the author notes. In this commentary, the author notes that hospital discharge has been a nonstandard process in most hospitals, resulting in substantial costs from unnecessary rehospitalizations (defined as readmission within 30 days of a discharge) and visits to the emergency department (ED). One in five hospitalizations is complicated by an adverse event after discharge, and a similar proportion of Medicare beneficiaries is readmitted within 30 days without having seen a physician for followup care. To address these problems, a program called Project RED (for Reengineered Discharge) was developed by a research team at Boston Medical Center to educate patients about their care needs after discharge from the hospital. The redesigned discharge process uses specially trained registered nurses, called discharge advocates, to help patients arrange followup appointments, confirm medication routines, and understand their diagnoses. A pharmacist calls patients 2 to 4 days after discharge to reinforce the medical plan and to answer their questions. In one study, the 370 patients who participated in Project RED were one-third less likely to be readmitted to the hospital or visit the ED than the 368 patients who did not. The Project RED patients almost all left the hospital with followup appointments. Project RED also saved substantial amounts of money compared with the control group, an average lower cost of $412 per person. The author discusses strategies for researchers to improve their chances at success in obtaining grants, while keeping the effort put into writing the grant proposal to a minimum. The focus is on pharmacy research, although the strategies are applicable to most biomedical research. Specific examples of nongovernmental funding sources are aimed at pharmacy researchers, however. Besides sources of funding, the author discusses whether it is better to start as a coinvestigator on a grant obtained by a more experienced researcher, or to pursue a small grant as a sole principal investigator. Other sections of the article describe writing and submitting grant proposals, what to expect in the grant review process, and how to manage a grant once it has been awarded. The authors of this white paper propose a fundamental transformation in rural health care through the application of information technology (IT). They state that since nurses provide much of the health care in rural communities, the nursing profession should assume leadership roles in using IT to transform rural care. With training, rural nurses can make use of various IT instruments as appropriate (e.g., electronic health records, telehealth and tele-home care, social networking, distributed e-learning, and personal health records) and play a critical role on IT-enabled care management teams for patients in rural communities. Changes are needed in nursing policy, education, practice, and funding if this new model of rural health care is to be achieved. Toward this end, the authors call for development of a partnership of providers, rural nurses, nursing informatics specialists, professional organizations, the health IT industry, and funding bodies. The authors surveyed 100 patients treated in an academic medical intensive care unit (MICU) for longer than 3 days, or their surrogates, to study the perception of the chance of survival among these critically ill patients (23 respondents) or their family members (77 respondents). Patient
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Every workplace has its pressures, but these are magnified in the health care environment, which is fast-paced and in which errors can lead to serious harm. Nurses are central to the successful provision of health care, even under conditions that may be chaotic, loud, and confusing, the authors note in this commentary. Specific sources of stress for nurses (and other members of the health care team) include the complexity of care, the presence of bullying, the structure of the workplace, the gap between education and reality, and the impact of the demands of the job on the nurse's personal life. Complexity is inherent in health care processes and technologies, patient needs, and in the health care organizations themselves. The hierarchical nature of many hospital units providing health care can lead to bullying by physicians or administrators, the authors note. Nurses' drive for professional autonomy at work can clash with many physicians' views of themselves as the team leader in providing care, and physicianfocused decisionmaking can undercut the empowerment of nurses and other care team members. Nurses often find large discrepancies between their education (especially at the graduate level) and what is expected of them on the clinical unit. This problem and conflicts with the nurses' home life prompt many to leave patient care. This paper describes an effort to develop a set of measures for the effects of health information technology, specifically electronic health records (EHR) with health information exchange, on the quality of patient care. No such set of metrics exists at present, so the researchers examined 17 sets of measures to identify a set of metrics that could be retrieved electronically. From more than 1,000 individual quality metrics, the authors and an expert panel narrowed the group down to 18 quality measures. This group of measures dealt with the quality of care for asthma, cardiovascular disease, congestive heart failure, diabetes, medication and allergy documentation, mental health, osteoporosis, and prevention. In addition, the authors and their expert panel developed 14 new measures to address test ordering, medication management, referrals, followup after discharge, and revisits. The novel set of 32 metrics is proposed as suitable for electronic reporting to capture the potential quality effect of EHRs with health information exchange. This metric set may have broad utility as health information technology becomes increasingly common with Federal stimulus and other funds, note the researchers. To develop a tool nurses can use in developing family care management plans, the researchers asked 129 parents of children with one or more chronic conditions to fill out a 103-item self-report survey. Their analysis found that parent-child shared management at home of the child's chronic condition(s) progresses through stages as the child grows up. Management shifts from total parental responsibility for the very young child to parental continued involvement in supporting better physiologic control for the adolescent. Based on these results, researchers developed a tool that accurately gauges parents' desires for, knowledge of, and current actions in support of parent-child shared management-data nurses need to individualize care management plans. This tool can also be used to determine where to begin the discussion of parent-child shared management with a family. A good, evidence-based practice guideline can be hard to find among the many guidelines issued by professional organizations, disease advocacy groups, government agencies, and insurance plans. Guidelines issued, even by professional associations, are too often based on expert opinion or consensus, rather than on conclusive evidence, note the authors of this commentary. They suggest that a good practice guideline should be based on a comprehensive and systematic search of the evidence; use a strength-of-recommendation grading system linked to the evidence; use recommendations based on patient-oriented (not disease-oriented) outcomes; be developed through a transparent The author reprints (with permission) and explains charts, for men and women separately, that give the risk of death from major diseases by age per 1,000 individuals. The data are categorized as death from vascular disease (heart disease, stroke), cancer (lung, colon, prostate for men; lung, breast, colon, ovarian, cervical for women), infection (pneumonia, flu, AIDS), lung disease (chronic obstructive pulmonary disease), or accidents. For each 5-year age point, the risk is listed separately for current smokers and those who never smoked. Although the charts appear to indicate a "protective" effect for smokers from colon cancer (in men older than 65 years) and breast cancer (in women 55 to 70 years old), this is actually the result of smokers dying earlier from other causes of death, the author notes. This study used several databases to look at the impact of minimum-nurse-staffing legislation on pay for registered nurses (RNs) and licensed practical nurses, comparing pay before and after the 2004 implementation of the staffing requirements. The researchers found that the growth in real wages for RNs in metropolitan areas of California between 2000 and 2006 was up to 12 percent higher than in comparable areas in other States not implementing minimum nurse staffing. This confirmed the argument made before the legislation passed that the staffing legislation would increase the demand for nurses, and thus increase the wages of RNs. Because of the limitations of different databases (only the National Sample Survey of Registered Nurses, sponsored by the Bureau of Health Professions at the Health Resources and Services Administration, distinguished between nurses working in hospital inpatient and outpatient settings), it is hard to be sure about the true magnitude of the wage differential. In the end, policymakers will have to weigh the potential for wage increases from minimum-nursestaffing legislation with the potential benefit to quality of care, the authors conclude. Little is known about geographic access to pediatric surgical care. The researchers conducted the first study ever to estimate distances to care and relative supply of pediatric surgical specialists in the United States. They used data from the American Medical Association's Physician Masterfile and the Claritas Pop-Facts Database to calculate distances. For five of the seven pediatric surgical specialties studied, approximately 25 percent of the population younger than 18 years of age lives more than a 1-hour drive from a provider. Across pediatric surgical specialties, average distances to the nearest provider ranged from 27.1 miles for pediatric surgery to 100.9 miles for pediatric cardiothoracic surgery. The findings suggest that pediatric surgical specialties may face many of the distributional challenges plaguing pediatric medical subspecialties. Consumer price responsiveness is central to health care reform proposals, but the best available estimates are more than 23 years old. The researchers, using data from the Medical Expenditures Panel Survey, estimated health care demands by calculating expected end-of-year prices and incorporating them into a zeroinflated ordered probit model applied to several overlapping panels of data from 1996 to 2001. Their findings indicate that the price responsiveness of ambulatory mental health treatment has decreased substantially and is now slightly lower than physical health treatment. In general, price responsiveness was greatest among continued on page 25
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